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Background: Müllerian duct anomalies (MDAs) are rare defects of the female genital system that
result from failure of development, fusion, recanalization or resorption of the Müllerian ducts
during embryologic development. Uterus didelphys is one of the least common MDAs and occurs
when the Müllerian ducts fail to fuse, resulting in two separate uterine cavities and duplicated
cervices [1]. A longitudinal vaginal septum has been found to run between the two cervices in
most cases [2]. While commonly asymptomatic, some women with a longitudinal vaginal septum
may experience dyspareunia, difficulty with tampon use and coital difficulty [3]. Uterus didelphys
often goes unnoticed during pelvic and speculum examinations, with diagnosis commonly
achieved during infertility work ups with the use of both imaging and surgical modalities. Vaginal
postcoital injuries are very rare and identification of MDAs and/or vaginal anomalies secondary
to sexual trauma have been minimally reported [4]. We present the case of a 23-year-old
nulligravid female whose possible identification of uterus didelphys was achieved secondary to a
coital injury to her undiagnosed longitudinal vaginal septum with an artificial phallus.
Case Report: The patient is a 23-year-old nulligravid female without significant past medical
history who presented to the emergency department due to heavy postcoital bleeding associated
with lightheadedness and dizziness. The vaginal bleeding began after her partner used an artificial
phallus for penetration. The patient and her partner started engaging in sexual activity three weeks
prior to the incident and they reported vaginal intercourse was difficult because of a narrow vaginal
canal. The patient also reported that she had always had redundant tissue in her vagina and would
experience continued vaginal bleeding during her periods despite proper tampon placement,
leading her to believe she had a "second vagina". Initial speculum examination was limited due to
active bleeding, which obstructed adequate visualization of the vaginal walls or cervix. A bimanual
examination revealed a complete longitudinal vaginal septum and cervical duplication was
suspected. A transvaginal ultrasound was performed and revealed two separate endometrial
cavities, duplication of the cervix and a vaginal septum. Due to hemodynamic instability, decision
was made to proceed to the operating room for examination under anesthesia. Examination
revealed two vaginal canals with a complete longitudinal vaginal septum with a 2 cm proximal
laceration. A speculum was inserted in both vaginal canals and two normal-appearing cervices
were identified. The septal laceration was repaired with 3-0 chromic in running fashion with
excellent hemostasis achieved. The patient tolerated the procedure well and was discharged home
on postoperative day 1.

Discussion: Tears to a longitudinal vaginal septum secondary to coital injury has only been
reported once in the literature [4]. Our case follows this precedence, with a possible additional
diagnosis of uterus didelphys, a very rare congenital anomaly, during the work-up. Our case
confirms the previously reported co-existence of longitudinal vaginal septa with uterine didelphys
[3,5]. While most patients with longitudinal vaginal septa are asymptomatic, our patient
experienced the commonly cited symptoms of difficulty with intercourse and tampon use.
Similarly, she went undiagnosed at her well-woman visit, even after bimanual and speculum
examinations. A high index of suspicion is required in order to achieve a diagnosis, in addition to
a combination of imaging and surgical techniques. While transvaginal ultrasound is an adequate
initial imaging modality, it is often followed by MRI, which is considered the best noninvasive
imaging modality for the differentiation of a septate, bicornuate and uterus didelphys. The MRI
also allows for the diagnosis of renal anomalies, which have been identified in 30-50% of MDAs
[6]. Most providers will also use hysteroscopic and laparoscopic surgery to confirm the diagnosis
of a uterus didelphys. Because fertility rates are similar between women with normal uterine
cavities and those with uterus didelphys, surgery is reserved for those who have had recurrent
abortions or premature deliveries with no known etiology [7].
Conclusion: Uterus didelphys is a rare MDA that is often undiagnosed until infertility leads to
extensive anatomic workup. Due to the co-existence of MDAs and vaginal septa, especially uterus
didelphys, a high index of suspicion should prompt further imaging to arrive at a complete
diagnosis. Even with proper diagnosis, treatment is reserved for patients experiencing symptoms
or reproductive difficulties.
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